How Much CABG Is Good For Us?
In 1977 the Society of Thoracic and Cardiovascular Surgeons of Great Britain and Northern Ireland established its Cardiac Surgical Registry with the hope that it would "promote the rational use and future planning" of cardiac surgery. The Registry revealed important developments. The use of coronary artery bypass grafting (CABG) doubled by 1982. Marked geographic variation in CABG utilization also emerged, with rates in London 10-times higher that those in Oxford or the South Western regions. The disparities could be explained, in part, as a historical artifact: cardiac surgery centers were first established in medical schools, and these were concentrated in London. Cardiac surgeons were more concerned about the overall rate. Even though the UK CABG rate had risen sharply, it compared "unfavourably" with the rate in Australia (which was 4-times higher) and the United States (7-times higher). Why "unfavourably"? Which country, if any, had the right rate? This question has vexed physicians for decades. As coronary heart disease (CHD) tightens its grip as the world's leading cause of death, the answer is of growing importance to global health policy.
Even though scholars have mapped epidemics for centuries, they only recently began making maps surgery and other therapies. J. Alison Glover might have made the first. On a Friday evening in May 1938 he presented a curious talk to the Royal Society of Medicine. He was concerned not just by the dramatic rise of tonsillectomy in England, but also by the marked variations between London neighborhoods. A child in Enfield was 20-times more likely to have had the procedure than one in Hornsey. Such "strange facts" defied easy explanation.
Widespread concern, however, did not take root for thirty years. In 1968 researchers compared surgery rates in Liverpool, Uppsala, and New England and found peculiar patterns of variation. While Americans led the pack with tonsillectomy, prostate surgery, and hernia repair, Swedes removed the most appendices and gallbladders. John Wennberg, meanwhile, studied practice variation in Vermont and found 3-to 10-fold variation in surgery rates.
Neighboring regions often had disparate rates. These reports and many others in the early 1970s revealed variation in surgery rates that did not simply reflect variations in the underlying burden of disease.
It was at this moment that CABG began its rise to prominence. Although surgeons in New York, Baltimore, Houston, Ann Arbor, and Leningrad had dabbled with the procedure in the 1960s, Cleveland Clinic surgeons earned the procedure wide acclaim in 1968. Leading medical centers followed suit. A map of CABG in the early 1970s would have shown a patchy distribution, with a few hospitals doing hundreds of cases each year, while most did few or none at all. CABG, however, soon colonized the medical marketplace. By 1975 nearly 400 hospitals in the United States offered bypass surgery. The procedure had also spread to England, Europe, Argentina, Australia, and beyond.
The rise of CABG triggered fierce controversy. As surgeons ramped up their case loads, skeptics argued that the procedure performed no better than medical therapy in most patients. These tensions sharpened the interest in practice variation. The UK Registry exposed marked disparities within England.
Similar variation was found within Australia and the United States. As the problem of "unwarranted variation" captured more and more attention, Barely visible at the bottom of the OECD chart sat Mexico, with an angioplasty rate scarcely 1/300th of that in Germany despite a similar CHD mortality rate.
Revascularization is even less accessible in China and India.
It might once have been acceptable to dismiss these disparities as appropriate. CHD, after all, was long seen as a disease of the industrialized west. But health officials have known for the past two decades that this is not the case. In its 1993 World Development Report, the World Bank reported that CHD had already become the leading cause of death worldwide. India now has more heart attack deaths than any other country. Turkmenistan and Ukraine have the highest CHD mortality rates. Investments in cardiac care have not followed the rising tide of deaths. It may be true that coronary revascularization is over-used in Germany and the United States, but even the "low" rate in England towers No one has yet identified the lack of access to coronary revascularization as a human rights crisis. There is no Global Fund or President's Emergency Program for Heart Attacks. Should there be? The inability of physicians in England, Europe, and the United States to establish and achieve target rates for CABG and angioplasty foretells a stormy course before progress is made towards global health equity in cardiac care. The revascularization rate in the United States is likely too high and the rate in Mexico is surely too low. What rate is the right rate? England might actually represent a happy mean, but physicians have not yet learned how to provide a convincing answer. Nor have they developed a plan to help the millions of heart attack patients each year in low-and middle-income countries whose lives could be saved with prompt use of these interventions.
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